Bugüne kadar yaklaşık olarak 60 parakordoma vakası bildirilmiştir. Parakordoma etyolojisi tam olarak bilinmeyen nadir bir antitedir. Biz burada 5 ay içinde vücudun 2 farklı yerine metastaz yapan, agresif bir tümör olgumuzu paylaşmak istedik. Sağ inguinal ağrı ile hastanemize baş-vuran 49 yaşındaki erkek hastanın çekilen tüm abdomen tomografisinde sağ inguinal subepidermal sahada 52x50 mm çapında kitle tespit edildi. Eksize edilen kitlenin patolojik tanısı parakordoma olarak bildirildi. Operasyondan 4 ay sonra hasta ağrısız sağ testiküler kitle ile tekrar baş-vurdu. Yapılan ultrasonografide sağ inguinal bölgede 3 ve sağ testiste olmak üzere 4 adet kitle saptandı. Orşiektomi ve kitlelerin eksizyonu sonrasında patoloji yine parakordoma olarak geldi. İkinci operasyondan 1 ay sonra hasta sağ kalça ağrısı ile başvurdu ve yapılan manyeik rezonans incelemede sağ femur başında kitle tespit edildi. Biyopsi neticesinde parakordoma metastazı olması üzerine radyoterapi alması için radyasyon onkolojisine konsülte edildi. Parakordoma genelde nadir ve iyi huylu olmakla birlikte, özellikle ilk sene içindeki metastaz ve rekürrensler malign potansiyel açısından dikkate alınmalıdır. Özellikle metastatik olgularda, tümörün en geniş şekilde rezeksiyonunu takiben de radyoterapi önerilmektedir.
Progresif spermatik kanal parakordomasının vücudun farklı kısımlarına bir yıl içinde tekrarlayan metastazları: Nadir bir olgu tion. Ultrasonography (USG) revealed a 35x26 mm heterogeneous semisolid mass at the right inguinal region. A computed tomography (CT) scan showed a lobular lesion of 52x50 mm, undistinguished from the right spermatic cord, at the right side of the midline upper to the symphisis pubis in the sub epidermal fat tissue (Figure 1-A) . Urology consulted the patient to general surgery clinic. After the hystopathologic report of mixoid malign mesenchyme tumor by the tru cut biopsy, we resected the inguinal mass largely and repaired the inguinal region with prolen mesh graft (Figure 1-B) . Histopathology of the resected mass was parachordoma with negative surgical margin and positive vascular invasion. We decided to follow up the patient however there was no tumor invasion at PET-CT scan. In the postoperative fourth month, patient admitted with a solid mass at right spermatic cord, superior to the right testis. Doppler USG revealed a lobular lesion at the right spermatic cord with increased blood flow, two lobular lesions at the right inguinal region and another solid mass in the sub epidermal fat tissue nearby the right radix penis with increased blood flow. These tumors resected with right orchiectomy due to the preoperative parachordoma report of the tru cut biopsy (Figure 1-C) . Parachordoma reported by pathology with negative surgical margin, positive vascular invasion and necrosis widespread. In the first mount after the second operation the patient admitted again with right hip pain. X-ray showed nothing but magnetic resonance imaging showed a 2x1,5 cm T2 hyper intense lesion at the posterior side of collum femoris. This lesion was hypo intense on weighted image and enhancing homogeneously in post contrast (Figure 1-D) . A tru cut biopsy taken with guidance of CT comprised malignant cells. We consulted the patient to the department of radiation oncology for radiotherapy with our close follow-up.
DISCUSSION
Parachordoma is an rare adult benign soft tissue tumor, however recurrence and metastasis are merely reported [3] . It is first reported by Laskowski in 1959 [4] . There is a slight male dominancy in parachordoma [4] . The average age is about 34.4 years [range 4-86 years old], however 20% of the patients are children in reported cases [2, 5] . Our patient was 49 years old male. The common localizations of the parachordoma are the extremities, head, neck, torax, bones and rarely in the pelvis. This is the third parachordoma case that has been seen in the pelvis.
Tumor is characterized with painless and slow progression, but our patient admitted to us three times with pain in six-month period. It is well circumscribed and pseudo capsulated with a thin fibrous tissue. It is usually 2-7 cm in size but can grove up to 12 cm [4] . Patient's first tumor size was 7 cm and second was 3 cm respectively. It is curable with resection but sometimes recurrences and metastasis may occur from the tumor negative margins. Even its slow growth and locally invasive pattern, mortality with recurrence and metastasis in a year can be seen rarely [4] . There are only two deaths from metastatic parachordoma in the literature; however, some authors called parachordomas as low-grade sarcomas [7] .
Our patient presented with left inguinal pain and we have seen two recurrences and distant metastasis in a 5 months period. First recurrence was 4 months after the first surgery at the same area and the second recurrence was at the collum femoris. Although the difficulty of resection of femur metastasis we decided to treat the patient with the pelvic radiotherapy. Recurrence reported at 3, 6 and 12 months by Niezabitowski, Carstens and Ishida respectively [8, 9] . There is not a long follow up especially about pelvic metastatic parachordoma in the literature. Adjuvant radiotherapy is usually proposed after maximal resection of the tumor [10] . After comparing with other forms of radiation therapy, they advocated proton beam therapy as a better tool used to increase the dose delivered to the tumor while elegantly sparing dosing to adjacent critical normal structures. Parachordoma is a rare entity that can affect any site of the body. İmaging can direct us to the tumor but exact diagnose could only be made by the pathologist. A correct diagnosis has definite therapeutic implications. Multidisciplinary diagnose must be done. Radiotherapy should be kept in mind for the metastatic cases at the first year of diagnose.
